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Abstract
Background: Breast magnetic resonance imaging (MRI) is a sensitive method of breast imaging virtually
uninfluenced by breast density. Because of the improved sensitivity, breast MRI is increasingly being used
for detection of breast cancer among high risk young women. However, the specificity of breast MRI is
variable and costs are high. The purpose of this study was to determine if breast MRI is a cost-effective
approach for the detection of breast cancer among young women at high risk.
Methods: A Markov model was created to compare annual breast cancer screening over 25 years with
either breast MRI or mammography among young women at high risk. Data from published studies
provided probabilities for the model including sensitivity and specificity of each screening strategy. Costs
were based on Medicare reimbursement rates for hospital and physician services while medication costs
were obtained from the Federal Supply Scale. Utilities from the literature were applied to each health
outcome in the model including a disutility for the temporary health state following breast biopsy for a
false positive test result. All costs and benefits were discounted at 5% per year. The analysis was performed
from the payer perspective with results reported in 2006 U.S. dollars. Univariate and probabilistic
sensitivity analyses addressed uncertainty in all model parameters.
Results: Breast MRI provided 14.1 discounted quality-adjusted life-years (QALYs) at a discounted cost of
$18,167 while mammography provided 14.0 QALYs at a cost of $4,760 over 25 years of screening. The
incremental cost-effectiveness ratio of breast MRI compared to mammography was $179,599/QALY. In
univariate analysis, breast MRI screening became < $50,000/QALY when the cost of the MRI was < $315.
In the probabilistic sensitivity analysis, MRI screening produced a net health benefit of -0.202 QALYs (95%
central range: -0.767 QALYs to +0.439 QALYs) compared to mammography at a willingness-to-pay
threshold of $50,000/QALY. Breast MRI screening was superior in 0%, < $50,000/QALY in 22%, >
$50,000/QALY in 34%, and inferior in 44% of trials.
Conclusion:  Although breast MRI may provide health benefits when compared to mammographic
screening for some high risk women, it does not appear to be cost-effective even at willingness to pay
thresholds above $120,000/QALY.
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Background
In the United States, one in eight women will be diag-
nosed with breast cancer during her lifetime [1]. In 2008,
an estimated 182,460 cases of breast cancer will occur,
accounting for 26% of all cancer cases in women [1] Cur-
rent consensus screening recommendations divide
women into normal and high-risk categories after using
physical examination and clinical judgment as a starting
point [2]. According to the National Comprehensive Can-
cer Network (NCCN) Clinical Practice Guidelines [2,3]
women at increased risk of breast cancer include those
with (i) a history of thoracic or mantle irradiation, (ii) a
strong family history or genetic predisposition, (iii) lobu-
lar carcinoma in situ or atypical hyperplasia, (iv) a prior
history of breast cancer, and/or (v) those over 35 years of
age with a 5-year risk of invasive breast cancer ≥ 1.7%
according to the modified Gail Model. This model calcu-
lates risk based on current age, age at menarche, age at first
live birth, nulliparity, previous breast biopsies, atypical
hyperplasia, and race, though it has not been conclusively
validated in non-Caucasian women [2]. The 5-year risk of
≥ 1.7% is the average risk of a women at the median age
of breast cancer diagnosis in the United States [4]. Women
with a strong family history or genetic disposition are
defined as those with BRCA1/BRCA2 mutations, or a per-
sonal family history of breast cancer and one of several
other familial risk categories, including being diagnosed
before age 40, or before age 50 with one or more close
blood relative with breast cancer, or a close family mem-
ber meeting any of the other criteria [4]. It has been esti-
mated that the risk of developing breast cancer in those
with BRCA1 or BRCA2 mutations is 45% to 65% respec-
tively [4].
The screening algorithms for women at increased risk are
based on the five aforementioned categories. For women
under 25 years of age with a strong family history or
genetic predisposition, the recommendation is for annual
clinical breast examinations and regular breast self-exam-
ination starting at age 18 years [5-7]. The NCCN screening
recommendations for women ≥ 25 years in this risk cate-
gory include annual mammogram and breast MRI screen-
ing starting at age 25, or based on earliest age of onset in
the family, consideration of prophylactic mastectomy,
consideration of chemoprevention options, and consider-
ation of investigational imaging and screening studies [8].
Screening mammography has been shown to reduce mor-
tality from breast cancer by approximately 24% in women
between the ages of 50 and 70 [2]. One modelling study
found that screening decreased the mortality from breast
cancer by 7% – 23%, and that when combined with adju-
vant therapy, the rate declined by 25% – 38% [9-12].
Despite some conflicting evidence, screening recommen-
dations endorse annual mammography in normal risk
women starting at age 40 years [9-12]. In high-risk
women, who tend to develop breast cancer at earlier ages,
however, mammography screening is less sensitive,
largely due to problems detecting cancer in dense breast
tissue. In several studies of high-risk women, including
those with BRCA1 and BRCA2 mutations, yearly screening
mammography had sensitivities ranging from 25% to
36% [13]. Furthermore, observational studies of BRCA
mutation carriers suggest that 50% of breast cancers in
this population present between screening mammograms
[4,7].
MRI is not affected by breast density, and the recent inclu-
sion of breast MRI in the screening guidelines is based on
studies suggesting that high-risk women may benefit from
MRI screening [14]. Several studies have reported the sen-
sitivity of MRI screening in high-risk women to be
between 77% and 91% [14]. Screening with MRI has also
been shown to detect breast cancer in earlier stages in
high-risk women [15]. Unfortunately, spontaneous hor-
mone-induced enhancement may occur, leading to false
positive test results and unnecessary biopsies in women
screened by MRI over mammography. Accordingly, MRI
has lower specificity of 90% as compared to 95% for
mammography [13].
Though MRI is more sensitive than mammography in a
high-risk population, it has not yet been shown to reduce
mortality [16]. MRI is also approximately 10 times more
expensive than mammography and, due to the compara-
tively lower specificity, leads to increased costs in the form
of potentially unnecessary diagnostic examinations, biop-
sies, and anxiety [11]. Although, based on existing evi-
dence, current screening guidelines recommend
consideration of MRI screening in this high-risk popula-
tion [11], its use remains controversial.
Cost-effectiveness analysis, however, can play an impor-
tant role to help determine the role of MRI in screening
women at high-risk for breast cancer. The objective of this
study is to determine the cost-effectiveness of MRI in
screening women with a ≥ 15% cumulative lifetime risk of
breast cancer by using a Markov decision model in a hypo-
thetical cohort of patients.
Methods
Decision Model
We developed a Markov decision model using a hypothet-
ical cohort of patients to compare annual breast cancer
screening over 25 years with either breast MRI or mam-
mography among young women with ≥ 15% cumulative
lifetime risk of breast cancer according to the Claus tables.
The Claus tables is a breast cancer risk assessment tool that
estimates risk based on maternal and paternal family his-
tory, 1st and 2nd degree relatives, age, and family history
of ovarian cancer. The main limitation of this method,BMC Health Services Research 2009, 9:9 http://www.biomedcentral.com/1472-6963/9/9
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however, is that it does not incorporate risk factors other
than family history. The Markov model considered one
cycle to be a full year, accounting for each time a patient
underwent screening. In the model, patients are initially
screened with either MRI or mammography. The results of
the diagnostic exam can either show no breast cancer,
node negative breast cancer, or node positive breast can-
cer. In all situations, the patients continue annual screen-
ing until death. Probabilities of living differ for the three
scenarios and, like all other model probabilities including
sensitivity and specificity of each screening strategy, are
based on published literature. The structure of the model
is shown in Figure 1.
Probabilities of MRI and mammography test results and
true positives were distinguished based on BI-RAD scores,
where BI-RADS 0 = "need additional imaging," BI-RADS 3
= "probably benign finding," BI-RADS 4 = "suspicious
abnormality", and BI-RADS 5 = "highly suggestive of
malignancy". Probability ranges were obtained by con-
structing 95% confidence intervals for proportions
derived from the literature using normal approximations
to the binomial distribution. The probabilities used in the
model and ranges explored in univariate sensitivity analy-
ses are shown in Table 1[11,17-22].
Costs
Model costs for physician, hospital and laboratory serv-
ices were based on methodology described in previously
published work [11], using Centers for Medicare & Medic-
aid Services reimbursement data to estimate costs unad-
justed for geographic location and therefore representing
a national average. Medication costs were obtained from
the Federal Supply Scale (FSS). Costs of care and ranges
explored in sensitivity analyses are shown in Table 2
(Additional File 1-Current Procedural Terminology
codes).
Utilities
Model utilities were measured according to quality
adjusted life years (QALY) using values between 0 (death)
and 1 (perfect) based on published literature. Measured
utilities included the utility of having breast cancer, living,
dying, having been diagnosed with node positive breast
cancer, having experienced a false positive examination,
having to experience screening, and having had a false
negative node positive tumor. These utilities were applied
to each health outcome in the model. As seen in the prob-
abilities, ranges for sensitivity analyses were obtained by
constructing 95% confidence intervals for proportions
based on published work. Table 3 contains all base case
probabilities and their respective ranges used in the sensi-
tivity analyses. Neither costs nor outcomes were dis-
counted since costs and benefits all occurred within the
year that resources were utilized and each strategy
required the recurring costs of screening. All outcomes
were discounted at 5% per year, consistent with literature
recommendations [23-25].
Sensitivity Analyses
Univariate sensitivity analyses were performed on each
individual cost, probability and utility in order to explore
the effect that variation in model parameters can have on
the incremental cost-effectiveness of the MRI strategy.
Probabilities and utilities were varied over the ranges
derived from their 95% confidence intervals. Variations in
costs were based on estimated minimums and maximums
from Medicare reimbursement data for hospital, physi-
cian, and laboratory services according to the methodol-
ogy described in recently published work [11]. Costs for
drugs were varied according to the minimum and maxi-
mum medication costs from the FSS. Both low and high
incremental cost-effectiveness ratios (ICERs) were
recorded in univariate analyses and parameters were var-
ied across their distributions in probabilistic sensitivity
analyses. Net health benefit assessments were performed
using a $50,000/QALY willingness-to-pay threshold and
alternative threshold values were examined. The values of
individual model parameters above or below which MRI
became cost-effective were recorded as thresholds. In
addition to the univariate sensitivity analyses, a probabil-
istic sensitivity analysis was performed with 10,000
Monte Carlo simulations to assess the robustness of the
findings in the base case. Confidence ranges for the incre-
mental cost and effectiveness of both screening strategies
were recorded. Normal distributions were used with base
The Markov model Figure 1
The Markov model. This model considers one cycle to be 
a full year, accounting for each time a patient underwent 
screening. Note that each breast is tracked independently, 
but patient state is determined by occurrence or no occur-
rence of cancer in the first breast.BMC Health Services Research 2009, 9:9 http://www.biomedcentral.com/1472-6963/9/9
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Table 1: Probabilities used in the model
PROBABILITIES MRI Mammography
Base Case Range Base Case Range
Positive[11] 0.108 0.047–0.169 0.054 0.010–0.098
BI-RADS 0/3[11] 0.856 0.787–0.925 0.898 0.838–0.957
BI-RADS 4/5[11] 0.144 0.075–0.213 0.102 0.043–0.162
True Positive BI-RADS 0/3[11] 0.028 0.000–0.061 0.035 0.000–0.070
False Positive BI-RADS 0/3[11] 0.972 0.939–1.000 0.965 0.930–1.000
Node Positive[11] 0.214 0.134–0.295 0.564 0.467–0.661
Node Negative[17,18] 0.786 0.705–0.866 0.436 0.339–0.533
True Positive BI-RADS 4/5[17,18] 0.323 0.231–0.415 0.478 0.380–0.576
False Positive BI-RADS 4/5[17,18] 0.677 0.585–0.769 0.522 0.424–0.620
False Negative Node Positive[19] 1.000 0.700–1.000 1.000 0.700–1.000
Negative[20] 0.892 0.831–0.953 0.946 0.902–0.990
True Negative[21] 0.997 0.985–1.000 0.993 0.977–1.000
False Negative[21] 0.004 0.000–0.015 0.007 0.000–0.023
Live Node Positive[22] 0.970 0.937–1.000 0.970 0.937–1.000
Live Node Negative 0.990 0.970–1.000 0.990 0.970–1.000
Live no cancer 0.998 0.989–1.000 0.998 0.989–1.000
Abbreviations: BI-RADS, Breast Imaging Reporting and Data System classification
Table 2: Costs used in the model.
PROCEDURES COST ($) RANGE ($)
Local Therapy (Node negative) – Pre-op Evaluation, Lumpectomy with SN biopsy, Lumpectomy Re-excision, 
WBRT-B post lumpectomy (Konski), Mastectomy with SN biopsy, Breast Reconstruction
12,623.41 8,387.27 – 19,405.81
Local Therapy (Node positive) – Pre-op Evaluation, Lumpectomy with SN biopsy/Axillary dissection, 
Lumpectomy Re-excision, WBRT-B post lumpectomy (Konski), Mastectomy with SN biopsy/Axillary 
dissection, Breast Reconstruction
13,590.03 9,487.95–20,909.41
Bilateral Mammography (Screening) 49.76 33.23 – 73.65
Bilateral MRI 965.57 646.60 – 1,432.84
Unilateral Mammography 42.48 28.37 – 62.88
Unilateral MRI 711.72 476.51–1,055.97
Work Up – Ultrasound of Breast, Mammogram of One Breast, FNA Without Imaging, FNA With Imaging, 
Ultrasound-Guided Core Biopsy
591.10 435.49 – 832.66
Systemic Node Positive – CBC, CMP Office/Outpatient Visit New and Established, Heart First Pass (Single), 
Doxarubicin 60 mg/m2, Cyclophosphamide 600 mg/m2, Tamoxifen 180 tabs (Node Pos), Paclitaxel 175 mg/
m2, Trastuzumab 4 mg/kg × 1 = 272 mg (2/3 vial over 90 minutes)
12,923.90 9,955.04–19,851.46
Mammogram BI-RADS 0/3 False Positive 42.48 28.37 – 62.88
MRI BI-RADS 0/3 False Positive 711.72 476.51–1,055.97
Refer to Additional File 1 for the current procedural terminology codes.
Abbreviations: APC, Ambulatory Payment Classification; BI-RADS, Breast Imaging Reporting and Data System classification; CBC, Complete Blood 
Count; CMP, Comprehensive Metabolic Panel; CPT, Current Procedural Terminology; DRG, Diagnosis Related Group; FNA, Fine Needle 
Aspiration; mg/kg, milligram per kilogram; MRI, Magnetic Resonance Imaging; SN, sentinel node; tabs, tablets; WBRT-B, whole breast external beam 
radiation therapy with a boostBMC Health Services Research 2009, 9:9 http://www.biomedcentral.com/1472-6963/9/9
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case values serving as the mean and standard deviations
calculated from the high and low ranges for each parame-
ter.
Results
The MRI strategy provided 14.1 QALYs at a discounted
cost of $18,167 while mammography provided 14.0
QALYs at a discounted cost of $4,760 over 25 years of
screening (Table 4). The ICER of MRI compared to mam-
mography was $179,599/QALY. Without discounting,
MRI provided 23.6 QALYs at a cost of $30,380 compared
to 23.4 QALYs for mammography at a cost of $7,765.
Without adjustments for quality-of-life, MRI provided
23.9 life years (14.3 discounted life years) compared to
23.8 life years (14.2 discounted life years) for mammog-
raphy producing a discounted ICER of $146,602/life year.
In univariate analysis, breast MRI screening became <
$50,000/QALY when the cost of the MRI was < $315. Uni-
variate sensitivity analyses are displayed in a tornado dia-
gram of the most influential variables (Figure 2). In this
diagram, each bar represents the impact of uncertainty in
an individual variable on the ICER. Model parameters
that greatly influenced the ICER included the probability
of living with a node negative cancer, and the probabili-
ties associated with positive mammography and MRI
readings. Additional File 2 provides the results for univar-
iate analyses for all model parameters.
In the probabilistic sensitivity analysis, MRI screening
produced a net health benefit of -0.202 QALYs (95% cen-
tral range: -0.767 QALYs to +0.439 QALYs) at a willing-
ness-to-pay threshold of $50,000/QALY. The results of the
probabilistic sensitivity analysis were plotted as an incre-
mental cost-effectiveness scatterplot (Figure 3) to show
the distribution of 10,000 trials from the Monte Carlo
simulation. Each trial point provides a comparison of the
incremental costs and benefits of MRI screening to mam-
mogaphy. For each comparison, parameters for both
screening strategies were simultaneously and randomly
sampled from the probability, cost, and outcome distribu-
tions to account for uncertainty in the base case parameter
estimates. The points could fall in four quadrants; Quad-
rant I, where the MRI screening strategy is both more
costly and more effective than the standard regimen, con-
tained 56% of the samples, 34% had an ICER of greater
than $50,000/QALY and 22% had an ICER > $100,000/
QALY. Quadrant II, where the MRI strategy is more costly
but less effective (inferior), contained 44% of the samples.
Quadrant III represents a situation where MRI screening is
both less costly and less effective while Quadrant IV rep-
resents a situation where the MRI screening strategy is less
costly and more effective (superior). Both Quadrants III
and IV contained no points. The net health benefit accept-
ability curve shows the proportion of trials that attained
cost-effectiveness for a given strategy for willingness-to-
pay thresholds up to $200,000/QALY (Figure 4).
Discussion and conclusion
Breast MRI may provide health benefits when compared
to mammographic screening for some high-risk women;
however, this approach does not appear to be cost-effec-
tive at a willingness-to-pay threshold of $50,000/QALY.
This historical threshold is based on the cost of providing
care to patients with end-stage renal disease in the 1970s,
which now exceeds $120,000/QALY. Given the increased
costs due to increased technology over this time period,
and the benefits to be gained from the use of technologi-
cal advancements, it follows that a higher threshold
would be more appropriate and relevant. In this model,
MRI screening does not approach cost-effectiveness even
if a threshold of $120,000/QALY is used.
Table 3: Utilities and discount rate used in the model
UTILITIES BASE CASE RANGE
Breast Cancer 0.950 0.907 – 0.993
Alive 1.000
Node Positive 0.800 0.722 – 0.878
Dead 0.000
False Positive 0.890 0.829 – 0.951
Screening 0.990 0.970 – 1.000
False Negative Node Positive 0.660 0.567 – 0.753
Discount Rate 0.050 0.00 – 0.050
Table 4: Costs, quality-adjusted life years, cost-effectiveness ratio, and incremental cost-effectiveness ratio of the screening regimens 
over 25 years of screening
Discounted* Undiscounted
STRATEGY COST ($) QALYS ICER ($) COST ($) QALYS ICER ($)
Mammography 4,760 14.0 --- 7,765 23.4 ---
MRI 18,167 14.1 179,599 30,380 23.6 124,291
Discounted at the rate of 5%
Abbreviations: CE, Cost-Effectiveness; ICER, Incremental Cost-Effectiveness Ratio; MRI, Magnetic Resonance Imaging; QALYs, Quality-Adjusted 
Life Years.BMC Health Services Research 2009, 9:9 http://www.biomedcentral.com/1472-6963/9/9
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In this study, a series of univariate sensitivity analyses
were conducted to explore the impact of varying all
resource costs, probabilities, and utilities on the incre-
mental cost-effectiveness of MRI screening. Our model
showed that MRI screening became more cost-effective as
the cost of MRI decreased and the cost of mammography
increased. The cost-effectiveness of MRI screening in this
model strongly depended on several factors, including the
likelihood of survival with node-negative breast cancer,
survival with node-positive breast cancer, positive mam-
mography reading, and positive MRI reading. Therefore,
the model suggests that screening with MRI becomes
more cost-effective for patients with higher-risk profiles,
and as the positive predictive value of MRI screening
increases. Additionally, a probabilistic sensitivity analysis
was performed to assess the robustness of the findings in
the base case. The net health benefits of MRI screening rel-
ative to mammography improve as the willingness-to-pay
threshold approaches $120,000/QALY, but even in this
instance, it did not become cost effective for this popula-
tion.
Other models have shown that MRI screening may be
cost-effective in high-risk women, particularly those with
BRCA1 and BRCA2 mutations. A study, by the UK Mag-
netic Resonance Imaging in Breast Screening Study
Group, of 279 women at high familial risk for breast can-
cer found that the incremental cost per detected cancer in
women with BRCA1 and BRCA2 mutations (n = 117) was
£11,800 (2007 US $24,268) for contrast-enhanced MRI
combined with mammography and £15,300 (2007 US
$31,466) for contrast-enhanced MRI alone compared
with mammography alone [11]. This study included
women aged 35–49 years who tested positive or had a rel-
ative with BRCA1/BRCA2/TP53 mutation or had strong
family history of breast/ovarian cancer. Also this study dif-
fers from our model in that, this study evaluated the cost
effectiveness of MRI alone, mammography alone, and
mammography in combination with MRI.
A recent cost-effectiveness analysis in the US by the Cancer
Intervention and Surveillance Modeling Network consor-
tium, in a simulated cohort of 25 year-old BRCA1 or
Tornado diagram of univariate analyses Figure 2
Tornado diagram of univariate analyses. This Tornado 
diagram shows the degree to which uncertainty in individual 
variables affects ICER.
Incremental cost and effectiveness of MRI over mammogra- phy Figure 3
Incremental cost and effectiveness of MRI over mam-
mography. This scatter plot shows the distribution of 
10,000 trials form the Monte Carlo simulation.
Net health benefit acceptability curves Figure 4
Net health benefit acceptability curves. This graph 
shows the proportion of trials that attained cost-effective-
ness for a given strategy for willingness-to-pay thresholds up 
to $200,000/QALY.BMC Health Services Research 2009, 9:9 http://www.biomedcentral.com/1472-6963/9/9
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BRCA2 mutation carriers born in 1980, found that using
a threshold of $100,000/QALY gained resulted in MRI
plus mammography screening being cost-effective from
ages 35–54 in women with BRCA1 mutations ($89,661/
QALY; the most cost-effective model in this group was
$43,484/QALY for BRCA1 carriers ages 40–49), and for
women with BRCA2 mutations < 50 years of age with
extremely dense breasts on mammography ($98,454/
QALY) [11,26]. Our study differs from this study in the
patient cohort; we include women at high risk as per the
Claus tables whereas this study only includes women with
BRCA1/BRCA2 mutations. Also, this study evaluates the
cost effectiveness of mammography alone compared to
mammography plus MRI screening. In addition, the prob-
abilities and utilities used in both the above studies are
different from those used in our model.
Our study has some limitations that must be addressed.
There are additional issues relevant to the management of
women at high-risk for breast cancer that were not incor-
porated in the model, and may influence the cost-effec-
tiveness of screening with MRI. For example, although
BRCA mutation carriers may choose to undergo prophy-
lactic mastectomy, many do not choose this option, with
estimates ranging from 0% to 54% of carriers [11,26]. Fur-
thermore, some of the women are also at increased risk for
ovarian cancer. The costs of radiation exposure due to
annual mammography starting at an earlier age were not
incorporated, nor were the costs of possible anxiety and
stress from unnecessary biopsies stemming from false
positive MRI screening. Any or all of these factors might
alter the cost-effectiveness estimate. Finally, the results of
our model should be interpreted with care given that the
results of this cost-effectiveness analysis require compari-
sons to data from observational studies, the Surveillance,
Epidemiology and End Results Program, or clinical trials.
All probabilities and utilities used to populate the model
are estimates derived from the literature. Each of these
estimates carries inherent uncertainty, as does using a
hypothetical cohort. Possible selection bias associated
with utilizing the Claus tables may affect our base case
effectiveness and resource use estimates by either over or
underestimating our base case model parameters. Moreo-
ver, in our probabilistic sensitivity analysis, we did not
assume that a correlation structure existed among the dis-
tributions of the parameters. However, both univariate
and probabilistic sensitivity analyses were performed to
address uncertainty in parameter estimates by exploring
variability in each probability, cost, and outcome esti-
mate.
Although the NCCN screening guidelines for women aged
25 years and older at high-risk for breast cancer include
breast MRI as an adjunctive screening tool to mammo-
grams, breast MRI has not yet been shown to decrease
mortality. Further research into the appropriate role and
cost-effectiveness of screening breast MRI will better eluci-
date which specific risk groups are more likely to benefit
from MRI screening.
Competing interests
The authors declare that they have no competing interests.
Authors' contributions
SGM and CRF conceived the study, designed the research,
and performed the statistical analysis. JWT and PJS
designed the research, performed the statistical analysis,
and drafted the manuscript. LCF performed the statistical
analysis and drafted the manuscript. All authors read and
approved the final manuscript.
Additional material
Acknowledgements
This work was supported by grant funding from Dr. Flowers' Georgia Can-
cer Coalition Distinguished Scholar Award, PhRMA Health Outcomes 
Research Award, and the Amos Medical Faculty Development Program 
Award from the American Society of Hematology and Robert Wood John-
son Foundation.
References
1. Jemal A, Siegel R, Ward E, Hao Y, Xu J, Murray T, Thun MJ: Cancer
Statistics, 2008.  CA Cancer J Clin 2008, 58:71-96.
2. Bevers TB, Anderson BO, Bonaccio E, Borgen PI, Buys S, Daly MB,
Dempsey PJ, Farrar WB, Fleming I, Garber JE, et al.: Breast cancer
screening and diagnosis.  J Natl Compr Canc Netw 2006, 4:480-508.
3. Gail MH, Brinton LA, Byar DP, Corle DK, Green SB, Schairer C, Mul-
vihill JJ: Projecting Individualized Probabilities of Developing
Breast Cancer for White Females Who Are Being Examined
Annually.  J Natl Cancer Inst 1989, 81:1879-1886.
4. National Comprehensive Cancer Network: Practice Guidelines in
Oncology – Genetic/Familial High-Risk Assessment: Breast
and Ovarian.  Volume 1. National Comprehensive Cancer Network,
Inc; 2005. 
5. Nystrom L, Andersson I, Bjurstam N, Frisell J, Nordenskjold B,
Rutqvist LE: Long-term effects of mammography screening:
updated overview of the Swedish randomised trials.  Lancet
2002, 359:909-919.
6. Tabar L, Vitak B, Chen HH, Yen MF, Duffy SW, Smith RA: Beyond
randomized controlled trials: organized mammographic
Additional file 1
Current procedural terminology codes. This table provides the current 
procedural terminology codes for procedures mentioned in Table 2.
Click here for file
[http://www.biomedcentral.com/content/supplementary/1472-
6963-9-9-S1.xls]
Additional file 2
Results of univariate analyses. This table provides the results of univar-
iate analyses for all model parameters.
Click here for file
[http://www.biomedcentral.com/content/supplementary/1472-
6963-9-9-S2.xls]Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Health Services Research 2009, 9:9 http://www.biomedcentral.com/1472-6963/9/9
Page 8 of 8
(page number not for citation purposes)
screening substantially reduces breast carcinoma mortality.
Cancer 2001, 91:1724-1731.
7. Le-Petross HT: Breast MRI as a screening tool: the appropriate
role.  J Natl Compr Canc Netw 2006, 4:523-526.
8. Berry DA, Cronin KA, Plevritis SK, Fryback DG, Clarke L, Zelen M,
Mandelblatt JS, Yakovlev AY, Habbema JD, Feuer EJ: Effect of
screening and adjuvant therapy on mortality from breast
cancer.  N Engl J Med 2005, 353:1784-1792.
9. Lehman CD, Blume JD, Weatherall P, Thickman D, Hylton N, Warner
E, Pisano E, Schnitt SJ, Gatsonis C, Schnall M, DeAngelis GA, Stomper
P, Rosen EL, O'Loughlin M, Harms S, Bluemke DA: Screening
women at high risk for breast cancer with mammography
and magnetic resonance imaging.  Cancer 2005, 103:1898-1905.
10. Warner E, Plewes DB, Hill KA, Causer PA, Zubovits JT, Jong RA,
Cutrara MR, DeBoer G, Yaffe MJ, Messner SJ, Meschino WS, Piron
CA, Narod SA: Surveillance of BRCA1 and BRCA2 mutation
carriers with magnetic resonance imaging, ultrasound,
mammography, and clinical breast examination.  Jama 2004,
292:1317-1325.
11. Kriege M, Brekelmans CT, Boetes C, Besnard PE, Zonderland HM,
Obdeijn IM, Manoliu RA, Kok T, Peterse H, Tilanus-Linthorst MM,
Muller SH, Meijer S, Oosterwijk JC, Beex LV, Tollenaar RA, de Koning
HJ, Rutgers EJ, Klijn JG: Efficacy of MRI and mammography for
breast-cancer screening in women with a familial or genetic
predisposition.  N Engl J Med 2004, 351:427-437.
12. Kuhl CK, Schrading S, Leutner CC, Morakkabati-Spitz N, Wardel-
mann E, Fimmers R, Kuhn W, Schild HH: Mammography, breast
ultrasound, and magnetic resonance imaging for surveillance
of women at high familial risk for breast cancer.  J Clin Oncol
2005, 23:8469-8476.
13. Plevritis SK, Kurian AW, Sigal BM, Daniel BL, Ikeda DM, Stockdale FE,
Garber AM: Cost-effectiveness of screening BRCA1/2 muta-
tion carriers with breast magnetic resonance imaging.  JAMA
2006, 295:2374-2384.
14. Tumeh JW, Moore SG, Shapiro R, Flowers CR: Practical approach
for using Medicare data to estimate costs for cost-effective-
ness analysis.  Expert Review of Pharmacoeconomics & Outcomes
Research 2005, 5:153-162.
15. Griebsch I, Brown J, Boggis C, Dixon A, Dixon M, Easton D, Eeles R,
Evans DG, Gilbert FJ, Hawnaur J, Kessar P, Lakhani SR, Moss SM,
Nerurkar A, Padhani AR, Pointon LJ, Potterton J, Thompson D, Turn-
bull LW, Walker LG, Warren R, Leach MO: Cost-effectiveness of
screening with contrast enhanced magnetic resonance imag-
ing vs X-ray mammography of women at a high familial risk
of breast cancer.  Br J Cancer 2006, 95:801-810.
16. Wainberg S, Husted J: Utilization of screening and preventive
surgery among unaffected carriers of a BRCA1 or BRCA2
gene mutation.  Cancer Epidemiol Biomarkers Prev 2004,
13:1989-1995.
17. Arias E: United States life tables, 2002.  In National vital statistics
reports Volume 53. Hyattsville, Maryland: National Center for Health
Statistics; 2004. 
18. Early Breast Cancer Trialists' Collaborative Group (EBCTCG):
Effects of chemotherapy and hormonal therapy for early
breast cancer on recurrence and 15-year survival: an over-
view of the randomised trials.  Lancet 2005, 365:1687-1717.
19. van Roosmalen MS, Verhoef LCG, Stalmeier PFM, Hoogerbrugge N,
van Daal WAJ: Decision Analysis of Prophylactic Surgery or
Screening for BRCA1 Mutation Carriers: A More Prominent
Role For Oophorectomy.  J Clin Oncol 2002, 20:2092-2100.
20. Messecar DC: Mammography screening for older women with
and without cognitive impairment.  J Gerontol Nurs 2000,
26:14-24.
21. de Haes JCJM, de Koning HJ, van Oortmarssen GJ, van Agt HME, de
Bruyn AE, van der Maas PJ: The impact of a breast cancer
screening programme on quality-adjusted life-years.  Interna-
tional Journal of Cancer 1991, 49:538-544.
22. Bernhard J, Zahrieh D, Coates AS, Gelber RD, Castiglione-Gertsch
M, Murray E, Forbes JF, Perey L, Collins J, Snyder R, Rudenstam CM,
Crivellari D, Veronesi A, Thurlimann B, Fey MF, Price KN, Goldhirsch
A, Hurny C: Quantifying trade-offs: quality of life and quality-
adjusted survival in a randomised trial of chemotherapy in
postmenopausal patients with lymph node-negative breast
cancer.  Br J Cancer 2004, 91:1893-1901.
23. Levin HM, McEwan PJ: Cost-Effectiveness Analysis: Methods and Applica-
tions 2nd edition. Sage Publications, Inc; 2000. 
24. Bonneterre J, Bercez C, Bonneterre ME, Lenne X, Dervaux B: Cost-
effectiveness analysis of breast cancer adjuvant treatment:
FEC 50 versus FEC 100 (FASG05 study).  Ann Oncol 2005,
16:915-922.
25. Brouwer W, van Hout B, Rutten F: A fair approach to discount-
ing future effects: taking a societal perspective.  J Health Serv
Res Policy 2000, 5:114-118.
26. van Asperen CJ, Tollenaar RAEM, Krol-Warmerdam EMM, Blom J,
Hoogendoorn WE, Seynaeve CMJC, Brekelmans CTM, Devilee P,
Cornelisse CJ, Klijn JGM, de Bock GH: Possible consequences of
applying guidelines to healthy women with a family history of
breast cancer.  Eur J Hum Genet 2003, 11:633-636.
Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1472-6963/9/9/prepub